Objective To compare nicotine-dependent smokers identified by the modified Fagerström Tolerance Questionnaire (mFTQ) and a scale based on the Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV), in a multiethnic adolescent sample. Methods A school survey was conducted on 6th-to 10th-grade students (N = 15,007) in a large urban public school system. Results The two scales formed two distinct factors. The concordance between the two classifications of nicotine dependence was low. The DSM identified a much larger number of nicotine-dependent smokers than the mFTQ, mostly because smokers met dependence criteria at much lower levels of cigarettes consumed, especially when they were depressed. Rates of dependence were higher among whites than minority-group members, especially African Americans. Control for level of cigarette consumption attenuated or eliminated ethnic differences. Conclusions This investigation provides some understanding of youths defined as dependent by each scale but cannot by itself indicate which scale better measures dependence. Differences in dependence rates among ethnic groups are accounted for mostly by quantity of cigarettes smoked.
The major aim of this article is to gain an understanding of the nature of the two scales and of the adolescent smokers identified as dependent by each. In particular, we explore the role of extensiveness of smoking and depression in scale-specific definitions of dependence. A secondary aim is to examine how the scales perform in different adolescent subgroups-in particular, different racial/ethnic groups.
Methods

Sample and Data Collection
As part of a prospective longitudinal investigation of the transition from experimental smoking to nicotine dependence, we implemented a two-stage research design to select equal numbers of adolescents among the three major ethnic groups: non-Hispanic whites, non-Hispanic African Americans, and Hispanics. First we surveyed 6th to 10th graders (N = 15,763) sampled from 43 middle and senior high schools in the Chicago Public Schools (CPS) during January-May 2003. The enrollment in the grades sampled was 10.1% white, 51.9% African American, 34.6% Hispanic, 3.3% Asian, and 0.2% other. Excluded were largely Hispanic high schools, which included 64.0% of the Hispanic enrollment in these five grades, and certain nontraditional schools. Schools with large numbers of non-Hispanic white students were oversampled to provide an approximately balanced sample of the three race/ethnicity groups. Passive parental consent was obtained. All procedures for obtaining parental consent and youth assent were approved by the institutional review boards of the New York State Psychiatric Institute and Columbia University. The completion rate for the survey was 83.1%; 8.2% of students were absent, 7.1% represented parental or child refusals, and 1.6% were unaccounted for. The grade distribution was 18.9% 6th grade, 17.3% 7th grade, 18.9% 8th grade, 22.8% 9th grade, and 20.6% 10th grade; 1.6% were ungraded or missing grade; 47.8% were male, 52.0% female; 0.2% were missing gender. The ethnic distribution was 24.4% nonHispanic white, 27.3% non-Hispanic African American, 38.8% Hispanic, 6.4% Asian, and 1.6% other; 1.6% were missing ethnicity. The aggregated unweighted sample is not representative of 6th to 10th graders in the CPS.
Students answered a 20-minute self-administered questionnaire. The instrument included items smoking and depressive symptoms (Gadow et al., 2002) and two measures of nicotine dependence: the 7-item mFTQ, an adolescent version of the FTQ (Prokhorov et al., 1998) , and a slightly revised version of the l4-item DSM scale developed by Clark et al. (n.d.) . Adapted from the
Measurement of Nicotine Dependence
The original mFTQ scale queries symptoms of dependence related to current smoking of cigarettes. In order to identify youths who had ever experienced any of the dependence symptoms and to obtain a measure of lifetime dependence, the scale was revised to make it possible for students who had not smoked within the last 30 days to report symptoms for the most recent month that they smoked (Appendix A). The response categories to the questions about number of cigarettes smoked daily and time to first cigarette of the day were more detailed than in the original mFTQ but were coded as per the mFTQ. The 14-item DSM scale asked for symptoms ever experienced with the use of any tobacco product (Appendix B) to assess the seven dependence DSM criteria. The clustering of symptoms over a specific time period was not ascertained. Respondents were given the option of specifying that they "never smoked or only smoked once or twice" (in answer to the mFTQ) or "never used tobacco or only used once or twice" (in answer to the DSM) for each question. Those who endorsed these responses were scored as not having experienced the symptom. A higher proportion chose the category "never smoked/never used tobacco or only smoked/only used tobacco once or twice" in answer to the mFTQ than the DSM items (Galanti, Kandel, Schaffran, Post, & Griesler, 2004) . Thus, 55.0% of all lifetime smokers gave that answer to the mFTQ questions about "which cigarette is hardest to give up" and 54.0% did so in answer to "smoked more during the first two hours of the day." By contrast, the highest proportion of such answers in response to the DSM items was 40.0%. Youths who had used cigarettes were retained in the analysis of the DSM to permit comparison with the mFTQ. A youth was defined as dependent when the score was 4 on the mFTQ, the midpoint of moderate dependence (Prokhorov et al., 2001 ), or when 3 or more out of the 7 criteria on the DSM-IV-based measure were endorsed.
A four-category variable was created that jointly classified smokers on both scales, i.e., uniquely positive on one scale, positive on both, or positive on neither.
Measurement of Other Covariates
Quantity smoked was based on a question that asked respondents how many cigarettes they had smoked daily in the last 30 days or the last month in which they had smoked. The precoded eight-categories responses included: smoked only once or twice, less than 1 cigarette, 1 cigarette, 2-5 cigarettes, 6-15, 16-25, 26-35 , and 36+ cigarettes. A continuous version was created by taking the midpoint of each category: 0.0, 0.5, 1.0, 3.5, 10.5, 20.5, 30.5, 40 .0. A logged version was used in the multivariate models to reduce the skewness of the distribution.
The depression scale (Gadow et al., 2002 ) measures DSM-IV criteria for major depressive disorder and dysthymia (APA, 1994) . The item about suicide ideation was removed from the 13-item scale because of human subject concerns (see Appendix C). For each item, youths rated their behavior or feelings in the last 30 days on a 4-point scale (0 = never, 1 = sometimes, 2 = often, 3 = very often). A continuous score of each youth's mean depression symptoms was created (range, 0-3).
Analyses
The analytical sample consisted of 15,007 students. Excluded (N = 756) were students without valid data for gender (n = 25), ethnicity (n = 244), grade in school (n = 244), or lifetime cigarette use (n = 521); some adolescents were missing data on multiple characteristics. The analyses of patterns of cigarette use and nicotine dependence were restricted to 3,901 lifetime cigarette smokers, who represented 93.6% of lifetime tobacco users. Asians and others were combined in the analyses.
Several statistical procedures were implemented to assess the structure of the two scales and their association. Principal-component factor analyses were implemented with the DSM criteria and mFTQ items. Unrotated solutions were obtained for each scale separately and simultaneously. An eigenvalue greater than 1 was used to determine the number of factors. Descriptive and multivariate analyses were conducted to assess the rates and correlates of dependence. Logistic regression models were estimated to predict dependence on each scale. In addition, a multinomial logistic regression model identified correlates of each dependence measure in a single model. The joint distribution of DSM and mFTQ dependence was regressed on number of cigarettes smoked, depression, the product interaction between number of cigarettes smoked and depression, and other control variables (gender, grade in school, and race/ethnicity). The four categories of the cross-classification of DSM and mFTQ dependence defined the categories of the multinomial. Adolescents who were dependent only on the mFTQ were identified as the reference category. We were interested primarily in the relationship between the prevalence of each measure of dependence and the predictor variables. As the prevalence estimates are not a linear combination of the parametric estimates in the logistic model, we characterized the relationships by inspecting the model-based predicted values of each dependence measure for low (2.5 cigarettes per day) and high (12.5 cigarettes per day) cigarette use, as well as for low (50th percentile) and high (90th percentile) depression. The interaction between cigarette use and depression was characterized by describing the relationship between dependence and depression at different levels of cigarette use. The analyses were unweighted, since the weights would cause volatility in the estimates.
Results
Rates of Smoking Behaviors
Twenty-six percent of students had ever smoked cigarettes. The rates increased from 12.3% in 6th grade to 19.8% in 7th to 30.0% in 8th, and stabilized thereafter to 30.5% in 9th and 34.8% in 10th grade. These youths were light smokers. Half (51.0%) of the lifetime smokers smoked only 1 or 2 days; 21.7% smoked 3-9 days; 14.6% smoked 10-99 days; and 12.7% smoked at least 100 days. Among those who smoked more than once or twice, only 9.9% smoked 6 or more cigarettes per day in the most current month that they smoked (3.9% smoked 16 or more cigarettes per day); 32.1% smoked less than a whole cigarette a day; 24.9% smoked a whole cigarette; 33.1% smoked between 2 to 5 cigarettes per day.
Scale Characteristics and Association
In separate principal-components factor analyses, the symptoms from each scale loaded on a single factor, which accounted for 50.0% of the variance in the DSM and 38.0% in the mFTQ. When all symptoms were factor analyzed, a clear two-factor solution emerged: Factor 1, composed of all the DSM criteria and mFTQ items, and Factor 2, composed of 5 of the 6 mFTQ items. Factor 1 explained 37.0% of the variance and Factor 2 10.0%. The factor loadings ranged from .50 to .73 for 12 items, with 2 items loading at .35 and .38. On Factor 2, the loadings of 5 mFTQ items ranged from .37 to .48; 1 item did not load (refraining from smoking where it is forbidden), and 1 item (how often inhale) loaded negatively (-.25); the loadings for 6 of the 7 DSM criteria were all negative (ranging from -.08 to -.36). Neglecting activities because of smoking did not load. The internal reliabilities of the scales, composed of 7 DSM criteria and 7 mFTQ items, were slightly higher for the DSM (α = .83) than the mFTQ (α = .72), as were the mean item-total correlation (DSM = .58, mFTQ = .43) and mean interitem correlation (DSM = .41, mFTQ = .26). The correlation between the two continuous scales was higher than their concordance as dichotomous measures of dependence (Pearson r = .67, kappa = .34 among lifetime smokers, and .56 and .29, respectively, among last-30-days smokers).
Prevalence of Dependence
The rates of dependence among lifetime smokers were approximately three times higher on the DSM than on the mFTQ (DSM = 23.9%, mFTQ = 8.6%). The differences were relatively greater among lifetime smokers than current daily smokers, defined as smoking at least 20 of the last 30 days. Among daily smokers, 86.8% were dependent according to the DSM and 62.6% according to the mFTQ.
Rates of dependence increased as the daily number of cigarettes smoked increased, and were uniformly higher on the DSM than on the mFTQ (Table I ). Very few youths who smoked fewer than 2-5 cigarettes per day met criteria for dependence on the mFTQ. By contrast, almost a third of those who smoked only 1 cigarette per day met DSM criteria; 60.0% did so among those who consumed between 2 to 5 cigarettes per day. The differences bet- The cross-tabulation of the two scales revealed that very few lifetime smokers were positive on the mFTQ but negative on the DSM (1.7%), whereas many youths were positive on the DSM but negative on the mFTQ (17.2%); 6.9% were classified as dependent according to both DSM and mFTQ criteria, and 74.2% were dependent on neither.
Types of Symptoms Endorsed
Each symptom was examined among five groups: those classified as dependent on each scale and the three subgroups identified by the joint distribution of each scale, i.e., dependent on both scales, dependent on the DSM only, or dependent on the mFTQ only (Table II) . The craving item was examined although it is not a DSM criterion.
Three DSM symptoms were endorsed more than any other DSM or mFTQ symptom by the overwhelming majority of dependent smokers on each scale: tolerance, withdrawal, and impaired control. However, a much higher proportion of the mFTQ than DSM dependents endorsed each mFTQ item. On five of the seven items, this proportion was at least twice as high among the former than the latter group. Smokers positive on the three DSM symptoms captured 64.0% of all those who were DSM dependent and 58.9% of those mFTQ dependent.
The cross-classification of dependence on each scale further refined these patterns of response. With three exceptions, a higher percentage of youths who met criteria on both scales rather than on a single one endorsed the dependence symptoms and the craving item. The three exceptions reflected the urgency of smoking upon waking, the first cigarette in the morning being the hardest to give up, and smoking during the first 2 hours 
Multivariate Models
Logistic regressions were estimated to assess the association of frequency of daily smoking and depression with dependence on each scale. Gender, grade in school, and race/ethnicity were included as control variables (Table III) . A multinomial logistic regression was estimated to assess the association of covariates with mutually exclusive patterns of dependence defined by the joint distribution of the two dependence scales. Interaction terms between frequency of consumption and each covariate were also estimated. It was not possible with existing programs to estimate simultaneously the marginals and the joint patterns; effects on the marginals (prevalences) were obtained by summing over predicted frequencies in the joint table. Daily quantity smoked was by far the strongest covariate of dependence for each scale. (The same association remained when quantity smoked was removed from the mFTQ and an ordinary least square regression was estimated on a continuous score based on the remaining five items.) Depressive symptoms were associated with dependence, even after controlling for other covariates for each scale.
The mFTQ and DSM dependence scales are correlated. Thus, to specify the relationship of amount smoked daily and depression with the prevalences of each scale, a multinomial regression estimated the effects of each covariate on the joint distribution of the two scales (Table IV) . Three parameters were estimated. These included the odds ratio for being mFTQ dependent only compared with the odds for being: (1) dependent on DSM only, (2) dependent on both scales, (3) not dependent on either scale. Adolescents who were mFTQ but not DSM dependent were the reference category to test the difference in the direct effects of each covariate on the difference in prevalence of the two measures of dependence. Adjusted effects of daily quantity smoked and depression were highly significant.
The interaction between number of cigarettes smoked and depression was significant for each of the three parameters in the multinomial logistic regression. For adolescents smoking few cigarettes per day (2.5 as an example, see bottom of Table IV) , for each unit increase in depression there was a 4.4-fold increase in adolescents with DSM-only dependence, a 6.3-fold increase in adolescents with both dependencies, and a 1.8-fold increase in the number of adolescents with neither dependency compared with adolescents dependent on the mFTQ only. The net effect of these changes was a substantial increase in the number of adolescents who were DSM dependent as depression increased. For adolescents smoking many cigarettes per day (12.5 as an example, see bottom of Table IV) , for each unit increase in depression there was a 1.4-fold increase in adolescents with DSM-only dependence, a 2.3-fold increase in adolescents with both dependencies, and a 2.0-fold (reciprocal of 0.5 in Table IV ) decrease in the number of adolescents with neither dependency compared with adolescents dependent on the mFTQ only.
The net effect of these changes was a slight increase in the number of adolescents who were DSM dependent as depression increased among adolescents heavily smoking. The pattern of the interaction between amount smoked and depression is better illustrated in Table V . Rates of dependence for each scale were much higher (approximately 40% to 50% in absolute percentages) for adolescents smoking many cigarettes compared with those smoking few cigarettes. Rates of mFTQ dependence were slightly sensitive (approximately 5% in absolute percentages) to differences in levels of depression in adolescents. The interaction was clearly evident for the rates of DSM dependence. For adolescents who were smoking many cigarettes, there was a very modest (approximately 7-8%) difference in rates of dependence between adolescents with average depression and those 
Subgroup Differences: Gender and Ethnicity
There were small differences in patterns of smoking by gender but large ones by ethnicity (Appendix I). While rates of smoking were weakly but significantly higher among females than males, a higher proportion of males than females smoked six or more cigarettes a day, and were dependent by the mFTQ.
Rates of lifetime smoking were higher among whites (28.8%) and Hispanics (30.2%) than African Americans (20.4%). Furthermore, whites smoked more cigarettes per day than smokers of minority groups, especially African Americans, and had the highest rates of dependence on the two dependence scales. However, the patterns among minority-group members differed by scale. Almost twice as many whites as African Americans met criteria on the DSM; rates for Hispanics were close to those for whites. On the mFTQ, rates were similar for African Americans and Hispanics.
There were few differences in symptoms across ethnic groups among those defined as dependent by either scale. Pattern of consumption was an exception. Dependent whites and Hispanics smoked more cigarettes per day than African Americans. Thus, 24.1% of whites and 21.5% of Hispanics positive on the mFTQ smoked at least 16 cigarettes per day compared with 13.5% of African Americans. While African Americans appeared to be lighter smokers and generally endorsed fewer dependence items than whites or Hispanics, higher proportions of minority-group members reported smoking more during the first 2 hours of the day than the remaining part of the day. The relationships between frequency of daily cigarette use and rates of dependence on either scale were comparable among the ethnic groups and for each gender (data not presented).
In a multivariate model predicting DSM dependence, with the sole inclusion of daily quantity smoked, the odds ratio became nonsignificant for Hispanics and was slightly reduced in significance for African Americans (declined from .5, p < .001 to .7, p < .01). When predicting mFTQ dependence, both minority-group coefficients became nonsignificant. Interactive terms between race/ethnicity and quantity smoked were not significant. With the inclusion of depression, the association between being African American and DSM dependence was further reduced.
While univariate gender effects differed in the DSM and mFTQ models, with control for other covariates, gender was no longer significant for the mFTQ. For neither scale was grade in school significant.
Discussion
The DSM and mFTQ dependence scales are distinct measures. A similar conclusion was reached by investigators who examined the DSM and the FTND, a variant of the FTQ (Breslau & Johnson, 2000; Moolchan et al., 2002) . The scales have low concordance as dichotomies and moderate correlations as continuous scores. Tolerance, withdrawal, and impaired control were reported with equal frequency by those who were dependent on each scale. These symptoms, two of which are physiological manifestations of dependence (Breslau & Johnson, 2000) , are equally common and appear to constitute the core of dependence, although they are not explicitly measured in the mFTQ.
The DSM scale identifies many more dependent youths than the mFTQ. The rates are almost three times higher among lifetime smokers and almost one and a half times higher among daily smokers. It is unlikely that the differences in rates are due to differences in the format of the questions. To approximate the lifetime frame of experience embodied in the DSM, we modified the administration of the mFTQ to ask adolescents about symptoms experienced in the last 30 days or the most recent month that they had smoked. The difference in dependence rates between the two scales still persisted, albeit attenuated, among those who were current daily smokers. Furthermore, we would expect the impact of the varying time frame to be smaller among the young adolescents in the study than among adults, because the lifetime period of smoking for adolescents is much shorter than for adults.
The differences in rates are partially explained by differences in the levels of cigarette consumption and depressive symptoms at which youths meet criteria for dependence on each scale. Youths are unlikely to be identified as dependent by the mFTQ when they smoke fewer than 6-15 cigarettes daily. By contrast, one third of those who smoke as little as 1 cigarette per day are identified by the DSM as being dependent. At the highest level of daily consumption, rates of dependence are comparable. Light smokers, especially if depressed, are more likely to be identified as being dependent by the DSM than the mFTQ. The DSM may identify a psychological component common to dependence and depression. At low levels of consumption, the DSM identifies smokers as dependent when they are depressed. As noted by Breslau and Johnson (2000) , the association between depression and DSM dependence may result by guest on January 30, 2014 http://jpepsy.oxfordjournals.org/ Downloaded from from the association of some DSM behavioral symptoms with depression, anxiety, and nicotine dependence. The DSM better predicted depression, while the FTND better predicted quitting smoking. Similarly, Moolchan et al. (2002) found that the DSM was more strongly related than the FTND to psychiatric morbidity in an adult sample in treatment for smoking. In the present sample, the association of depressive symptoms with dependence was in the same direction for the DSM or the mFTQ. However, examination of the joint distribution of the two scales revealed that the association differed by daily quantity smoked. Depressive symptoms had a stronger association with the DSM than the mFTQ.
Comparison of the crude rates of dependence among different investigators is difficult because of differences in time frame (lifetime, last year, or current), persons included in the denominator (entire population samples, lifetime smokers, last-year smokers, smokers in treatment programs), or age (see also Colby et al., 2000) . The crude DSM rate of 24.1% is comparable to rates reported by other studies. Lifetime DSM-IV rates among smokers in a German study were 12.0% at ages 14-15, 23.5% at ages [16] [17] 25 .9% at ages 18-21, and 27.7% at ages 22-24 (based on data presented in Nelson and Wittchen, 1998) . Based on the DSM-III-R, Anthony et al. (1994) reported a rate of 23.6% for lifetime smokers aged 15-24 in the National Comorbidity Study, and Breslau et al. (1993) 27.0% for lifetime smokers aged 20-29.
Using the same measure for high-risk adolescents and adult smokers, Prokhorov, Pallonen, Fava, Ding, and Niaura (1996) found that the rate on the mFTQ was 2.5 times higher among adults than adolescents. This difference in rates may reflect differences in levels of consumption and in patterns of dependence associated with age, and needs to be explored further. The two scales, but especially the mFTQ and other Fagerström-related scales, may be differentially sensitive among adolescents compared with adults. In a sample of young adult daily smokers aged 20-29, Breslau and Johnson (2000) found that the rates of dependence were only slightly lower on the FTND than the DSM-III-R, and Moolchan et al. (2002) observed similar rates among adults in treatment. Restriction to daily smokers or individuals in treatment may have reduced variability in those identified as dependent by each scale. Thus, in the present sample, the rates were identical among youths who smoked at least 16 cigarettes a day. The inclusion of a measure of consumption in the index of dependence in the mFTQ creates conceptual and statistical difficulties in understanding variations in the risk for becoming dependent. The risk varies among individuals who smoke the same number of cigarettes.
Furthermore, it includes a criterion that may be an outcome as well as a determinant of dependence.
Dependent youths who smoke very little must be explained. This pattern, however, may be consonant with the neurobiology of nicotine. Mansvelder, Keath, and McGehee (2002) reported that a single nicotine exposure increased dopamine levels in the mesolimbic reward systems for hours. Di Franza (2003) proposed that the neurobiology of nicotine could explain very rapid development of loss of autonomy and dependence in adolescence after a single cigarette exposure, although some neurobiologists disagree with this interpretation (Koob, 2003) . However, misclassification of symptoms is also a possible explanation. Some items in the dependence scales may be misunderstood by adolescents, especially those with low levels of use (Nichter, Nichter, Thompson, Shiffman, & Moscicki, 2002) . Furthermore, Nichter et al. (2002) found that some youths reported explicitly that being dependent was unrelated to extensiveness of smoking. In addition, the absence of information on duration and clustering of symptoms in the DSM may have contributed to increasing its sensitivity but decreasing its specificity.
Demographic correlates of dependence vary somewhat depending on the assessment but appear to be explained partially by differences in extensiveness of smoking. The rates of dependence are similar for males and females on the DSM but higher among males than females on the mFTQ. The difference on the mFTQ appears to be partially linked to gender differences in intensity of smoking. Rates are higher among whites than minority-group members on both scales, but higher among Hispanics than African Americans on the DSM. Higher rates of dependence among whites than minoritygroup members have been consistently reported by other investigators for adolescents (Moolchan, Berlin, Robinson, & Cadet, 2003) and adults (Breslau, Kilbey, & Andreski, 1991; Breslau et al., 2001; Kandel & Chen, 2000; Moolchan et al., 2002) . The relationship of extensiveness of smoking with dependence is similar among groups. While dependent whites smoke more cigarettes per day than African Americans, at each level of extensiveness of smoking, the same percentage of youths of different ethnicities meet criteria for dependence on each scale. With control for extensiveness of smoking, ethnic differences are very much attenuated or disappear altogether (see also Moolchan et al., 2003) . Thus, ethnic differences in adolescence appear to be due to the fact that minority-group adolescents smoke less than whites, not that they report fewer symptoms of dependence at the same quantities of cigarettes smoked. In this respect, the results of this analysis diverge from those reported for adults on a national sample (Kandel & Chen, 2000) . Lighter smoking and lower sensitivity to nicotine among adults appeared to explain the lower rates of nicotine dependence among African Americans compared with whites. Furthermore, ethnic differences in rates of nicotine metabolism and uptake of nicotine from cigarettes among adult smokers may account in part for ethnic differences in rates of nicotine dependence. African Americans, who metabolize nicotine more slowly than whites (Perez-Stable, Herrera, Jacob, & Benowitz, 1998), would be expected to report symptoms of dependence at lower levels of tobacco consumption.
This detailed comparison of two scales of nicotine dependence in a school sample of adolescents provides some understanding of the patterns of behavior that are captured by each scale, as well as potential differences between adolescent and adult smokers. The two scales correlate very highly with consumption levels, yet the concordance between the scales is weak. Each captures a different aspect of dependence: a behavioral component in the case of the mFTQ, an affective component in the case of the DSM. The psychological component may partially explain why the DSM identifies a much larger percentage of smokers as being dependent than the mFTQ. The difference in rates of dependence on each scale may be greater in adolescence than in adulthood, with the mFTQ identifying a relatively smaller percentage as dependent in adolescence compared with adulthood. The findings still do not answer the basic questions of how well the scales measure dependence and whether one scale is superior to the other. Did you continue to smoke or use tobacco even though you knew that using tobacco was causing you emotional problems or making them worse? (Use despite problems)
Craving Item
Was there ever a time when you often had such a strong desire to smoke or use tobacco that you couldn't keep yourself from using tobacco, or found it difficult to think of anything else?
